By G. S. HETT, F.R.C.S. PRIVATE R. was admitted to University College Hospital suffering from loss of voice and stridor. The patient had a high tracheotomy wound. He was wearing a tracheotomy tube, but even with this he had some stridor, especially at night. He had a history of having taken poison by mistake, and then cutting his throat in desperation. An emergency tracheotomy had been done, and it had not been possible to dispense with the tube six months after the date when first seen (October 23, 1917) . The tracheotomy wound had touched the lower -border of the thyroid cartilage, traversed the cricothyroid membrane, *the cricoid cartilage, and first ring of the trachea.
Operation: A low tracheotomy was done. The upper tracheotomy wound was opened and very marked stenosis was found. -This was due to the fact that the anterior wall of the respiratory passage in this situation consisted of nothing but scar tissue. There was a very narrow chink between the lower border of the thyroid and the cricoid. The narrowed passage was blocked above the tracheotomy opening by polypi.
The polypi were removed, scar tissue dissected away, and an indiarubber tube inserted well up into the larynx and down into the trachea.
The patient managed without the low tracheotomy tube for a time, but it had to be reinserted at intervals. After another month it was found impossible to retain the lumen of the passage owing to contraction and want of support of the anterior wall. A plastic operation was therefore decided on.
Second operation: The thyroid cartilage was exposed. The flap had its base on the right, and was turned across the neck to the side. The scar of the cut throat, which lay above the flap, was excised. The thyroid cartilage was split, and some scar tissue at its lower border was excised. The cords and rest of the larynx were normal. The scar tissue over the cricoid and tracheal region was freely cut away. Dr. Butterfield had meanwhile exposed the larynx and upper part of the trachea of a dog in the annexe to the operating theatre. He excised and brought me the portion after washing it in normal saline solution. I had intended to use the dog's thyroid cartilage, but found that the anterior half of the trachea fitted better into the gap. The graft contained five rings of cartilage. The mucous membrane of the inner surface was retained. The graft was sutured by catgut into position, and the infrahyoid muscles were detached above and wrapped round it. Lastly, the skin flap was slid downwards and formed a covering to the whole.
The patient did well; the low tracheotomy was allowed to close on the fourth day. Subsequently two half rings of the graft appeared on the surface in a local abscess and were removed. The wound then healed, and the patient had a good airway, lost his stridor, and developed a deep voice, whereas before he only had a hoarse whisper.. Four months later he was brought into the hospital with acute abdominal symptoms. He died in a few hours. At the post-mortem the cause of death was found to be a strangulated diaphragmatic hernia.. This case is interesting as showing that the homologous graft persisted and formed a support and new anterior wall to the trachea..
The specimen is shown, and also a microscopic section by Dr. Butterfield, through the region of the homologous graft.
The microscopic sections were taken from a small thin piece removed from the left side of the median incision. These show small islands of cartilage, some of which are in intimate relationship to the lower end of the thyroid cartilage. These contain practically all the characters of normal -cartilage, except that there is sopne fibrillation of the matrix..
Rhinoplastic Case.
By J. L. AYMARD.
(Introduced by H. DELF GILLIES, F.R.C.S.) THERE is complete loss of nose, right eye, and partial loss of upperlip, following a gunshot wound. Tlhe case presents many of the difficulties attendant upon nasal reconstruction.
Mr. AYMARD: A paper of mine on " Some Points in the Anatomy of the-Septum" has been reprinted in the Journal of Laryngology for last month,'
and I hoped to demonstrate the circulation in the cartilage of the septum I have here. It requires to be taken out of the spirit ten minutes, and then. returned to the spirit, and removed; it will then show all the ramifications of the vascular system in the septal cartilage, which is only a prelude to the, general circulation in the cartilage. I stated that operators often thought they had performed a subperichondrial resection, whereas, what was done was only a submucous resection.
